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LETTERS TO THE EDITOR
Regarding “Choice of vascular surgery as a specialty:
Survey of vascular surgery residents, general surgery
chief residents, and medical students at hospitals with
vascular surgery training programs”
We read with interest the article by KeithD. Calligaro et al.1 In
the United Kingdom, half of vascular surgeons also practice gen-
eral surgery and participate in receiving emergency general surgical
referrals. Vascular training is combined with general surgery. The
implementation of a 58-hour week in mid-2004 has raised con-
cerns about the training of vascular specialists. In 2007, Modern-
izing Medical Careers (MMC) will introduce a new training path-
way with only 4 years in general surgery resulting in a certification.
Specialization in vascular surgery is proposed to follow this with
selective entry into a 2-year dedicated training program (4  2).
Surveys of vascular trainees were undertaken in 2003 and
2004 (before and after introduction of the 58-hour week). Re-
sponse was received from 43 of 68 in 2003 and 57 of 78 in 2004.
As with vascular surgical residents in the United States, only half of
the trainees wish to practice vascular surgery alone (50% in 2003
and 55% in 2004). Most (82% in 2003 and 96% in 2004) regard
interventional radiology, particularly endovascular aneurysm re-
pair, as being important. In 2003, most (52%) supported the 4 
2 training pathway. In 2004, a 3  3 pathway was favored (42%).
However, at the recent annual general meeting, 86 of 92 trainees
present (128 registered nationally) voted to split from general
surgery training, with 4 years of specialized training in vascular
surgery and endovascular interventional radiology.
Although approached from a different direction, the opinion
of trainees across the Atlantic is similar. Trainees are keen to
undertake endovascular training. Many would wish to practice
general and vascular surgery. However, once having decided to
begin a career in vascular surgery, most surgeons wish to undertake
extended training in vascular surgery. Training should therefore
focus on earlier career advice and extended training in dedicated
schemes to evolve, and not narrow, the speciality of vascular
surgery.
Toby Richards, MRCS
Oxford University, Oxford, United Kingdom
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Regarding “Transposition of the brachial vein: A new
source for autologous arteriovenous fistulas”
Bazan and Schanzer (J Vasc Surg 2004;40:184-6) are to be
commended for their timely article that encourages the use of
brachial vein transposition in the absence of other suitable autog-
enous veins. They teach us a lesson in the uncompromising cre-
ation of autogenous arteriovenous access (AVA) from veins that we
may be unaware of. However, we believe that other factors need to
be taken into consideration in the construction of transposed
brachial vein AVAs.
First, in our past experience, the long, wide incision described
caused increasedmorbidity after surgery and problems with wound
healing in both basilic and brachial vein transposition, which
delayed the use of the access. The technique we use in our center
for this operation is very similar, except for the skin incision. The
technique for both veins is the same as they are close together.
Instead of a long, single skin incision, we use skip incisions, a
technique adapted from vein harvesting in distal revascularization.
The veins are harvested and all branches are ligated through small
incisions with gentle retraction.
After the vein is completely freed, it is transposed either to a
new lateral tunnel or to a tunnel under the skip incisions (Fig a). In
the case illustrated, the access was ready for venipuncture within a
month of the surgery, and the access was initially punctured
between the skip incisions (Fig b). We have performed 30 AVAs
with transposed basilic veins and one with a transposed brachial
vein in the past 10 years using this technique.
The second problem is one of patency. We and others have
achieved a secondary patency rate of90% for prosthetic AVAs by
frequent follow-up and aggressive intervention.1,2 These results
are better than those published for AVAs using transposed basilic
veins,3,4 which is presumably similar to transposed brachial veins
Fig 1. a, Skip incisions for transposition in right brachial artery to
transposed basilic vein arteriovenous access. The same technique is
applicable to brachial vein transposition. b, The healed incisions at
4 weeks. The arm is ready for venipuncture.
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